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Lampiran 4 (a)

interventione. This paper ‘describes an experiment that makes us of cognitive
psychotheraphy to treat chronic drug resistant delusions (more than 2 years
duration) in 20 patients with schizophrenia. The positive response of all
study subjects with the absence of symptom replacement and maintainance of
response at 3 months follow-up, seem to imply that this technique is useful
and more effort needs to be invested into this area of psychotheraphy for

psychosise.
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PART ONE

In this section we describe a preliminary attempt at treating two patients of schizophrenia
with Connitive Psychotherapy.

SUMMARY

e e e e

A number of psychological approaches to alleviating psychotic symptoms have
been reported in the literature such as social reinforcements (1), time-out (2), punishment
(3), assertive training (4), exercise (5), stunulus control (6), self-instruction (7), thought
stopping (8), control of stimulus input (9), biofeedback (10), and self-control (11) among
others. The first part of this research paper describes an experiment that makes use of
cognitive psychotherapy to (treat chronic drug resistant delusions (more than 12 years
duration) in two patients with schizophrenia. The positive response of both patients with
the absence of symptom replacement and maintainance of response at 18 months follow-
up, seem to imply that this technique is useful and more effort needs 10 be invested into
this new area of psychotherapy for psychosis.

KEY WORDS:
- Delusion
T Psychotherapy
Cognitive therapy
Schizophrenia
INTRODUCTION

Despite advances in pharmacological treatments for positive schizophrenia symptoms,
many sufferers of schizophrenia continue to experience residual psychotic symptoms. In
recent times too, there has been a growing interest in studying particular symptoms of
psychosis, such as hallucinations and thought disorder (12,13).

However, in spite of the fact that delusions are extremely common in psychosis, this
symptom has suffered experimental neglect (14,15,16). Before we embaik on a process of
treatment of delusions, we have to understand the definition of delusions. Karl Jaspers an
said of delusions: “The term delusions is vaguely applicd to all false judgments that share



the following characteristics to a marked, though undefined, degree: (a) they are held with
an exiraordinary conviction, with an incomparable, subjective certainty; (b) there is an
imperviousness (0 other experiences and to compelling counter-argument; (c) their content
is impossible”. Jasper’s work still stands as one of the most important treatises on delusions
and his definition is the basis of modem definitions of delusions. This can be seen in a
standard modern textbook of psychiatry where delusions are defined by Mullen(18) as
having five clements; absolute conviction, self-evidence, lack of amenability to reason,
fantastic or inhcrently unlikcly content, and being a belief not shared by the believer’s own
subculture, However, modemn understanding of delusions has lost some of the depth of the
original works, and they are often viewed as unitary, all or nothing phenomena, particularly
in relation to the diagnosis of psychosis. This view does not do justice to the known
complexity of delusional experiences, and particularty to the complexity of the changes that
occur during the process of recovery from delusions.

Our theoretical perspective on delusions has been influenced by two main sources, the
literature on verbal self-regulation of behavior (19,20) and Maher’s work on delusions
(21,22). Our interest has been on the common features of delusional thinking. Maher
(21,22) proposed that a delusion can be regarded as a normal attempt {0 make sense of an
abnormal perceptual experience. A clear paradigm case would be a delusion that was
secondary to auditory hallucinations, thc argument herc being that the hallucinations
puzzled and perhaps distressed the individual concerned and so he or she searches for a
meaningful explanation of them. The delusion would arise from this effort afler meaning,
and would be invested with psychological force of having rid the individual of the sense of
bewilderment. According to Maher, the reasoning processing that produces delusions does
not differ from that which produces so-called “normal” beliefs, it is just that bizarre
perceptions demand bizatre explanations.

Maher’s contention that a delusion may be rational, although incorrect, has been
questioned recently with the discovery that people with delusions have biased reasoning
(23). Under certain experimental conditions people with delusions appear to show bias in
their attributional style, in their judgment of covariance, and in their probabilistic reasoning

(24).

Traditionally delusions have been defined on the basis of empirical claims of discontinuity
eg. as beliefs that were undeniably false, that were held with total and unshakable
conviction, that were not shared by others with the same cultural background and that were
based on incorrect inference (DSM 1V) (25). Individually these criteria have been disputed:
thus, a delusion need not be false (26), it need not be held with absolute or unshakeable
conviction (27,28), and it need not be based on incorrect inference (29). The criterion
relating to the unusual content of delusions also may be questioned, since research has
demonstrated how difficult it is to rate the “bizarreness” of delusions(29). Traditional
criteria  have also been challenged by a radical and exciting call to define delusions as
points on a continuum with normality, the position on this continuum being influenced by
dimensions of delusional experience such as degree of belief conviction and the extent of
preoccupation with the belief (30). As well as stressing continuity, this new perspective also
places great emphasis on the individual and on individual differences.



We t!ave extensively reviewed techniques used to modify delusions based on the above
theon.es (31) and suggested a treatment package. We now describe two cases that we
experimented using the treaiment package.

METHODOLOGY

Subject: The patient selected for the study were those diagnosed as schizophrenia based on
the DSM 1V criteria (25) by an independent psychiatrist. ‘They were both outpatients. Mr.
M.G . has a diagnosis of schizophrenia , paranoid type for 12 years while Ms. C.S has the
same diagnosis for 15 years. Both were in residual stages of the illncss and were on
maintainance doses of chlorpromazine (Mr. M.G., 400 mg/day; Ms. C.S., 500 mg/day).
Mr. M.G. was in his early fourties while Ms. C.S. was in her late thirties.

Mr. M.G. believed that he was satan and that people were out to harm him. Ms. C.S. on
the other hand believed that she was a prostitute and that people were out to catch her, put
her in a coffin and cremate her alive.

Measures: Following Brett-Jones et. al. (27), we measurcd both degrec of belief conviction
and preoccupation. Following Hole et. al. (32) degree ol conviction was also measured by
asking for percentage rating of conviction. All measures were administered at the end of
every session throughout the entire study.

Again in keeping with Breti-Jones et. al. (27), accomodation and reaction to hypothetical
contradiction (RTHC) were assessed. These were assessed at the start of the sessions.

Because little is known about the potential effects on other behavior of the loss, or partial
loss, of a delusion, it scemed desirable to cover at least some of the possible clinical
ramifications. To achieve this, two further measures were used. These were the Beck
Depression Inventory (BDI) (33), Beck Anxiety Inventory (BAI) and a short symptom
checklist comprising the various schizophrenic delusions and hallucinations as described in
Wing's Present Stale Examination (34). It should be emphasized that the symptom
checklist was used not in any diagnostic capacity but solely for descriptive purposes. These
were administered both before and at the end of intervention phase, and at each follow-up

date.

Procedure: Sessions lasting approximately 40 minutes to one hour each were conducted
once a week throughout the study. All interviews were conducted by the author. A detailed
description of the procedure can be found in Azhar and Varma (31).

(a) Baseline: ‘Throughout this p{mse as much relevant data as possible about the patient’s
beliefs and evidences for the be!lefs were established and patients were asked to rank them
in order. At no point were their beliefs or evidences challenged at this time. This phase

took a minimun of five weeks.



(b) Disputing belicfs : This phase took a maximum of 16 wecks. Following Brett-Jones et.
al. (27) we assessed RTHC first. We then challenged the delusions using the “verbal
challenge” procedure of Lowe and Chadwick (35), and incorporating the non-
confrontational approach of Milton et. al. (36) and Watls et. al. (28). This phase is ended
with reality testing as described by Hole et. al. (32).

(c) Follow-up: To assess for maintainance of behaviour change, 1-month, 2-month, 3-
month, 6-month, 9-month, 12-month, 15-month, and 18-month follow-up meetings were
conducted. At these sessions all the measurcs were administered. Afler the final follow-up,
an independent psychiatrist interviewed both patients to assess their conviction in the
delusional belief at that point in tine.

RESULTS

Beliel conviction

The primary measure of recovery from delusions was the degree of believe
conviction. The beliefs used for assessment of Mr.M.G. were broken down into (i) I am
satan, (ii) people on the strect are making fun at me, (iii) my neighbours are plotting against
me, while Ms. C.S were (i) it’s my fault I was rape, (ii) I am a prostitute, (iii) T will be
cremated alive. Each belief was challenged separately during the intervention phase, but for
both patients one of their beliefs seem to be dominant, and when this belief was under
control the other beliefs were more easily challenged and improved quickly. For Mr. M.G.
it was belief (i) and for Ms. C.S. it was belief (iii). Figures I and 2 show the different
percentage conviction scores for each patients in different phases of the study. During
baseline sessions, percentage conviction was exiremely stable for both patients. But for Mr.
M.G., beliefs (ii) and (iii) were dropping even at baseline afier belicf (i) was challenged i.e.
indicating that belicf (i) was dominant and had influence on the other two beliefs which
were subsequently easily challenged. Ms. C.S. however had great difficulty with
challenging belicf (i) and only at week 14 was there a major shift in disputing her belief and
it was not until belief (iii) was conquered when belief (i) by itself without challenging began
to drop at week 18 indicating the strong possibility that belief (iii) was the dominant one. At
follow-ups, the change in belief convictions for both patients were maintained. For both
patients, the use of reality testing afler verbal challenge helped to reduce the conviction
score. In the case of Ms. C.5., reality testing was diflicult to do for belief (i) and this
further made it diffucuit to bring down the conviction score.

Accomodation
During the baseline intervicws, both paticnts did not recognize an extemnal event

that caused them to reject their delusional belief or to lower conviction in that belief.
However following the introduction of verbal challenge, both patients were able to report

instances of disconfirmation.



Reaction to hypothetical contradiction.

As shown in table 1, when faced with hypothetical contradiction, both patients
responded on several occasions that if such an occurence did take place, they would either
lower their belief conviction or reject their belicf althogether.

Beck Depression / Anxiety Inventory

Figure 3 shows clearly the decline in both depression and anxiety scores for both
patients as the belief conviction score declines.

Symptom checklist
Results from the symptom checklist revealed that both patients did not report any
new symptom during the study. The symptom checklist proved sensitive to the changes in
belief conviction brought about by the intervention for both patients.

Validation of the eflect

the effect of the intervention was externally validated by an independent psychiatrist
with interviews being conducted after the final follow-up. Mr. M.G. reported that although
his belief was not completely extinguished, he was able to understand that there were
different ways of thinking about his ideas and there were other plausible explainations other
than the delusion. He quantified the drop in his belief conviction at 80 %. The clinician
concluded that the intervention had given Mr. M.G. insight and coping skills that continued
to be of benefit. Ms. C.S. reporied that she too could understand the different ways of
looking at her beliefs and although her overall belief convictions has dropped by 60 %, she
needed [requent reality testing (o reconvince hersell of the wrong beliefs. The clinician also
concluded that Ms. C.S. has learned coping skills and gained sufTicient insight to her beliefs
and that the intervention was definitely beneficial.

DISCUSSION
As with other research that have tried to modify delusional thinking in people with

schizophrenia (8,28,35,36), our study indicates that very obvious reductions in delusional
beliefs can be achicved in a relatively small number of sessions, for example all of Mr.
M.G’s delusional belicfs were reasonably and effectively reduced by the 12th session, and
in his case too, the belief can even be reduced during bascline sessions. The key is to
analyse the beliefs correctly at baseline and decide eflectively which belief to challenge
first. This will make subscquent challenging of other beliefs easier. The case of Ms. C.S.
clearly explains this. Had her belief “I will be cremated alive” be tackled first, it would
have been faster to reduce her other convictions. This is further explained by the fact that
when this belief was reduced eflectively, her other belief “It was my fault 1 was raped”
reduced on its own without being challenged anymore. To analyse thesc beliefs effectively,
it is advisable if a conceptualization of the beliefs based on the cognitive model be



constructed first along the line described by Azhar and Varma (31). However, a proper
controlied study is warranted to test this hypothesis.

However Walls et al (28) advocate tackling the beliefs with the least conviction
first. We do not disagree but once the analysis indicates which belief is the dominant one,
we tend to favour tackling it {irst irrespective of its conviction score, but the method of
challenging each belief should be the one advocated by Waltts et al (28) to prevent
“psychological reactance”.

Clearly these findings do not support the view that delusions are the resull of
motivational factors and nol amenable Lo the kind of verbal challenge used in this present
study, and consistent with the findings of Milton et al (36), there was a correlation between
decline in conviction of the delusion and the reduction in overall psychiatric disturbance as
shown in this study by the BDI and BAIL The resuilt of the symptom checklist too offer no
evidence of “symptom replacement” following the weakening of the delusional belief.

The verbal challenge produced a strong reduction in conviction score in both
patients and subsequently reality (esting Turther reduced the belief conviction. This same
effect has been shown recently by Chadwick and J.owe (37) in their experiments. In the
case of Mr.M.G., belief (ii) was completely rejccted afler reality testing,

In Hole’s et al study (32), both the patients who cxpericnced a reduction in beliel
conviction subsequently came o view their beliefs less as absolute truth and more as
hypotheses that they could “realily test”. The same happens in our study. Both patients
appeared to engage in reality testing after intervention with verbal challenge and were more
eager to further engage in reality testing to test out their “hypotheses” which were originally
construed as “beliefs”. This accomodation test also scems to work best afier intervention
and not before i.e at the baseline sessions. In Brett-Jones study (27), the results on the
accomodation measure suggest that such patients are not actively engaged in an ongoing
process of reality testing their beliefs.

The RTIIC mcasure revealed that when actually confronted with an instance of
hypothetical contradiction, on some occasions, both patients said it would lead them to
lessen their beliel conviction and in the case of Mr.M.G., would reject the belief entirely.
This would seem to suggest that although they have the potential to accomodate
contradiction, this was not evident in their everyday lives as shown by their performance on
the accomodation test and especially in the case of Ms. C.S.. Brett-Jones et al (27)
reported that those subje?ts. whf) ultimately c?nlirely rejected their delusional beliefs dealt
with hypolhetical contradiction in a more rational way than those who did not , and this
lead them to speculate Ihal RTH(; might be of some value in predicting the success of
attempts at belief modification. This study seems to support this idea. Mr.M.G. who was
more responsive (o RTHC was also more sensitive to the interventions.

Harrow, Rattenbury and Stoll (38) discussed the issuc of “private cvents”. They
odification studies it is possible that demand characteristics will bring about

argue that in m . . -
: eu cs in a subject’s overt verbal behaviour while leaving it unaltered at the covert level,



i.e. they might acknowledge that their beliefs are implausible to others without doubting
that they are true. To address this problem, in our study, the independent assessments by
the psychiatrist were essential in recognizing that the reduction in the degree of belief
conviction in both patients were, indeed, true.

The approach of our intervention is conceptually consistent with the notion of a
continuum of functioning by Strauss (30) and the views of Maher (22) who states that “the
cognitive processes whereby delusions are formed differ in no important respect from those
by which non-delusional beliefs are formed”. The patients in our study found it beneficial
to see their beliefs as having arisen out of their lile experiences and that their reactions were
understandable. This and the added impact of normalization, emphasized the extent to
which the patients were like other people, rather than set apart by a “mental illness”.

‘The moslt important aspect of the intervention is that the degree of belief conviction
were maintained at a low level even at the 18th. month follow-up and independent
assessments indicating that this method can be of benefit to those paticnts whose delusions
did not seem to be controlled eflectively with drugs. We are not indicating that drugs
should be abandoned, but we believe, in spite of the very limited woik to date in this area,
it seems that much more can be done for this group of patients in terms of psychotherapy
then one would tend to acknowledge.
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e WEEKS
SUBJECTS 14 15 16 17 T
Mr. M.G. 0o 1 0 1 2 P
hds- C-S. 0 - O ’ 0 ’ Comee (‘) - . .,1“ B

NOTE: 0= no change
1= change in beliel content but not conviction
2= change in beliel conviction but not content
3= rejection of beliel

TABLE 1: Measures of RTIIC at weeks 14 to 20 of intervention
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PART TWO

In this part of the research, the same technique as proven useful above is being carried out
in ten controls and ten study subjects.

SUMMARY

A number of psychological approaches lo allevialing psychotic symptoms have been
reported in the literature. The latest technique among them is cognitive therapy (CT). We
have described an experiment using itwo patients who responded to cognitive therapy to
reduce their delusions and the reduction was maintained until the end of the study which
was 18 months afler stopping intervention (1).This paper describes an experiment that
makes use of cognitive psychotherapy to treat chronic drug resistant delusions (more than 2
years duration) in 20 patients with schizophrenia. The positive response of all study
subjects with the absence of symptom replacement and maintainance of response at 3
months follow-up, seem to imply that this technique is useful and more eflort needs to be
invested into this new area of psychotherapy for psychosis.

KEY WORDS:
Delusion
Psychothcrapy
Cognitive therapy
Schizophrenia
Risperidone
INTRODUCTION

Despite advances in pharmacological treatments for positive schizophrenia symptons,
many sufferers of schizophrenia continue to experience residual psychotic symptoms. In
recent times too, there has boen a growing intcrest in studying particular symptoms of
psychosis, such as hallucinations and thought disorder (2,3).

Iowever, in spite of the fa.m that delusions are extremely common in psychosis, this
symptom has suflered experimental neglect (4,5,6). Before we embark on a process of
ireatment of delusions, we have Io'umle:mland the deﬁpllwn of delusions. Karl Jaspers (7)
said of delusions: “The term delusions is vaguely applied to all false judgments that share

the following characteristics (0 @ marked, though undefined, degree: (a) they are held with
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an extraordinary conviction, with an incomparable, subjective certainty; (b) there is an
imperviousness to other experiences and to compelling counter-argument; (c) their content
is impossible”. Jasper’s work still stands as one of the most important treatises on delusions
and his definition is the basis of modern definitions of delusions. This can be seen in a
standard modemn textbook of psychiatty where delusions are deflined by Mullen(8) as
having five elements; absolute conviction, self-evidence, lack of amenability to reason,
fantastic or inherently unlikely content, and being a belief not shared by the believer’s own
subculture. However,modcrn understanding of delusions has lost some of the depth of the
original works, and they arc oflen viewed as unitary, all or nothing phenomena, particularly
in relation to the diagnosis ol psychosis. This view does not do justice to the known
complexity of delusional experiences, and particularly to the complexity of the changes that
occur during the process of recovery from delusions.

Our theoretical perspeclive on delusions has been influenced by two main sources, the
literature on verbal self-regulation of behavior (9,10) and Maher’s work on delusions
(11,12). Our interest has been on the common features of delusional thinking. Maher
(11,12) proposed that a delusion can be regarded as a normal atiempt to make sense of an
abnormal perceptual expeticnce. A clear paradigin case would be a delusion that was
secondary to auditory hallucinations, the argument here being that the hallucinations
puzzled and perhaps distressed the individual concerned and so he or she scarches for a
meaningful explaination of them. The delusion would arise from this cffort atter meaning,
and would be invested with psychological force of having rid the individual of the scnsc of
bewilderment. According to Maher, the reasoning processing that produces delusions does
not differ from that which produces so-called “normal” beliefs, it is just that bizarre
perceptions demand bizarre explanations.

Maher’s contention that a dclusion may be rational, although incorrect, has been
questioned recently with the discovery that people with delusions have biased reasoning
(13). Under cettain experimental conditions people with delusions appear to show bias in
their attributional style, in their judgment of covariance, and in their probabilistic reasoning

(14).

Traditionally delusions have been defined on the basis of empirical claims of discontinuity
eg. as beliefs that were undeniably false, that were held with total and unshakable
conviction, that were not shared by others with the same cultural background and that were
based on incorrect inference (12SM 1V) (15). Individually these criteria have been disputed:
thus, a delusion need not be false (16), it need not be held with absolute or unshakeable
conviction (17,18), and it need not be based on incorrect inference (19). The criterion
relating to the unusual content of delusions also may be questioned, since research has
demonsirated how dillicult it is to rate the “bizarreness” ol delusions (19). Traditional
criteria  have also been challenged by a radical and exciting call to define delusions as
conlinuum with normality, the position on this continuum being influenced by
dimensions of delusional experience such as degree of belief conviction and the extent of

1 with the beliel (20). As well as stressing continuity, this new perspective also

reoccupatior e U -
glaces gfcat emphasis on the individual and on individual diflerences.

puinis on a
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We have extensively reviewed techniques used to modify delusions based on the above
theories (21) and suggested a treatment package. We have described two cases thal we
experimented sucessfully using the treatment package (1). In this paper we studied 40
patients using the same technique but divided them into two groups in terms of type of
psychological treatment mainlainance used ie. thuse on CBT and thuse on other
supportive psychotherapy. Our hypothesis was that those on CB'T" would respond easier or

faster.

METHODOLOGY

Subject: The patients selected for the study were those diagnosed as chronic schizophrenia
based on the DSM 1V criteria (15) by an independent psychiatrist. Thecy were all
outpatients. All were in residual stages of the illness and were on maintainance doses of
neuroleptics or risperidone. The total daily dose of each patient was 350-500 mg,
chlorpromazine equivalent in both groups. All had residual positive symptoms of delusion
that has not responded further to drug treatment over two years or more. There were 10
patients in each group with 5 males and 5 females in each. There were no significant
difference between the two groups with regards to age and duration of illness (mean age
control group,36.7 years SID 9.7; sludy group, 37.1 SD 8.1; mean duration control group,
9.1 SD 5.9; study group, 9.2 SD 5.8)

Measures: Following DBrctt-Joncs ct. al. (17), we mcasured both dcgice of belicf
conviction and preoccupation. Following Hole et. al. (22) degree of conviction was also
measurcd by asking for percentage rating of conviction. All mcasures were administered at
the end of every session throughout the entire study.

Again in keeping with Brett-Jones et. al. (17), accomodation and reaction to hypothetical
contradiction (RTHC) were assessed. These were assessed at the start of the sessions.

Because little is known about the potential ellects on other behavior of the loss, or partial
loss, of a delusion, it scemed desitable to cover al loast sume of the possible clinical
ramifications. To achieve this, two further measures were used. These were the Hamilton
Depression Scale (IIDS) (23), Ilamillon Anxiety Scale (IIAS) and a short symptom
checklist comprising the various schizophrenic delusions and hallucinations as described in
Wing’s Present State Examination (_24). It should be cmphasized that the symptom
checklist was used not in any diagnostic capacity but solely lor descriptive purposes. Lhese
were administered both before and at the end of intervention phase, and at each follow-up
date. . .

Procedure: Sessions lasting approximately 40 minutcs to one hour cach were conducted
week throughout the study. All interviews were conducted by the author. A detaiied

once a _
can be found in Azhar and Varma (21).

description of the procedure

ghout this phase as much relevant data as possible about the patient’s

Baseline: Throu ek . )
@ for the belicls were eslablished and patients were asked (0 rank them

beliels and evidences



in order. At no point were their beliefs or evidences challenged at this time. This phase
took a minimun of five weeks.

(b) Disputing beliefs : This phase took a maximum of 16 weeks. Following Brett-Jones
et. al. (17) we assessed RTHC fust. We then challenged the delusions using the “verbal
challenge” procedure of Towe and Chadwick (25), and incorporating the non-
confrontational approach of Milton ct. al. (26) and Walls et. al. (18). This phase is cnded
with reality testing as described by Tlole et. al. (22).

(c) Follow-up: To assess for maintainance of behaviour change, 1-mouth, 2-month, 3-
month follow-up incelings were conducted. At thesc scssions all the mcasures were
administered. Aller the final follow-up, an independent psychiatrist interviewed all patients
to assess their conviction in the delusional belief at that point in time.

RESULTS
Relief conviction

The primary measure of recovery {rom delusions was the degree of believe conviction. The
Leliefs used for asscssment were broken down. Each belicl was challenged separately
during the intervention phasc. During baseline sessions, percenfage conviction was
extremely stable for all patients. All patients in both group were able to reduce markedly
their belief convictions throughout the intervention phasc and maintained the reduction at
follow-ups. Therc was no significant differcnce between the two groups but there is a trend
towards better and Laster change in the study group (see Figure 1).

(Insert Figure 1 herc)

Accomodation

During the baseline interviews, all patients did not recognize any external event that caused
them fo reject their delusional belief or to lower conviction in that belief. However
following the introduction of verbal challenge, all but one patienis were able to report
instances of disconfirmation. There was also no significant difference between the two
groups. However, the study group shows fasler .changﬁ (see Figuie 2). Tince paticnis on
risperidone were able to accomodate at the 4th. intervention week while only two patients
on other ncurolcptics could start to accomodate on the Gth. intervention week. Onc paticnt
from the other ncuroleptic group could not accomodate throughout the study period.

(Insert Figure 2 here)
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Reaction to hypothetical contradiction.

When faced with hypothetical contradiction, all but one patients responded on several
occasions that if such an occurence did take place, they would either lower their belief
conviction or reject their belief althogether. Again as in accomodation, there was no
significant difference between the two gronps but there was clear indication that the study
group responded faster than the conirol group (see Figure 3). Three paticnts fiom the
former group were able to reject their belief by the 4th. week while only two patients in the
laticr group werc able to rejeet their belicfs by the 6th. weck. Onc paticnt from the laticr
group could not reject his beliel throughout the study period.

(Insert Figure 3 here)
Hamilton Depression / Anxiety Scales

Figures 4 and 5 show clearly the decline in both depression and anxiety scores for both
groups of patients as the beliel conviction score declines. Again there is no significant
difference between the two groups but there is a trend towards better response in the study

group.
(Insert Figures 4 and 5 here)

Symptom checklist

Results from the symptom checklist revealed that both groups of paticnts did not report any
new symptom during the study. The symptom checklist proved scnsitive to the changes in
belief conviction brought about by the intcrvention for both groups of paticnts.

Validation of the effect

The effect of the intervention was externally validated by an independent psychiatrist with
interviews being conducted after the f{inal follow-up. All patients reported that although
their beliefs were not completely extinguished, they were able to understand that there were
different ways of thinking about their ideas and there were other plausible explainations
other than the delusion. The clinician concluded that the intervention had given the patients
insight and coping skills that continued to be of benefit. The most unresponsive patient
from the control group also reported t‘hat he too could understand the different ways of
looking at his beliefs and even th.ough his overall beh:ef conyictions has dropped by only 30
%. he could maintain the reduction by frequent reality testing to reconvince himself of the
, beliefs. ‘Lhe clinician also concluded that even this patient has learned coping skills

wrons ght to his beliefs and that the intervention was definitely beneficial.

and gained sufficient insi
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DISCUSSION

As with other research that have tried to modify delusional thinking in people with
schizophrenia (8,18,25,26), our study indicates that very obvious reductions in delusional
beliels can be achieved in a relatively small number of sessions. The key is (0 analyse the
beliefs correctly at baseline and decide effectively which belief to challenge first. This will
make subsequent challenging of other belicls easier. To analyse these beliels clleclively, it
is advisable if a conceptualization of the beliefs based on the cognitive model be
constructed first along the linc described by Azhar and Varma (21).

Clearly these findings do not support the view that delusions arc the result of motivational
factors and not amenable to the kind of verbal challenge used in this present study, and
consistent with the {indings of Millon et al (26), there was a correlation between decline in
conviction of the delusion and the reduction in overall psychiatric disturbance as in this
study by the HDS and HAS. The result of the symptom checklist too offer no evidence of
“symptom replacement” foliowing the weakening of the delusional belief.

The verbal challenge produced a strong 1eduction in conviclion score in both patients and
subsequently reality testing further reduced the belief conviction. This same effect has heen
shown recently by Chadwick and Lowe (27) in their experiments.

In Hole’s ct al study (22), both the paticnts who cxperienced a reduction in belicf
conviction subsequenily came to view their beliefs less as absolute truth and more as
hypotheses that they could “reality test”. The same happens in our study. Both groups of
patients appeared (0 engage in reality testing after intervention with verbal challenge and
were more eager to further engage in reality testing to test out their “hypotheses” which
were originally construed as “belicls”. 'This accomodation test also seems to work best after
intervention and not before i.e at the baseline sessions. In Brett-Jones study (17), the
results on the accomodation measure suggest that such patients are not aclively engaged in
an ongoing process of reality testing their beliefs.

The RTHC measure revealed that when actually confronted with an instance of
hypothetical contradiction, on some occasions, both groups of paticnts said it would lcad
them to lessen their beliet conviction and in most cases, would reject the beliet entirely.
This would seem to suggest that although they have the potential to accomodate
contradiction, this was not evident in their everyday lives as shown by their pertormance on
the accomodation test. Breti-Jones et al (17) reported that those subjects who ultimately
entirely rejected their delusional beliefs dealt with hypothetical contradiction in a more
l.aﬁom'ﬂ way than those who did not , and this lead them to speculate that R'TTIC might be
of some value in predicting the success of attempts at beliei modilication. This study seems

to support this idea.

Harrow, Rattenbury and Stoll (?8) discussed the issue of ‘ipr.ivate.ever!ls”. They argue that
i modification studics it is pu?'mblc ﬂlfil deme}nd (‘;ha!actensucs will bring about changes in
a subjects overt verbal behaviour vyhlle I'eavmg it unaltered at the covert leyel, i.c. they
might acknowledge that their belicfs are implausible to others without doubting that they
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are true. lo address this problem, in our study, the independent assessments by the
psychiatrist were essential in recognizing that the reduction in the degree of belief
conviction in both patients were, indeed, true.

The approach of our intervention is conceplually consisient with the notion of a continuuin
of functioning by Strauss (20) and the views of Maher (12) who states that “the cognitive
processes whereby delusions are formed differ in no important respect from those by
which non-delusional beliefs are formed”. ‘The patients in our study found it beneficial to
scc their beliefs as having ariscn out of their lifc expericnces and that their reactions were
understandable. ‘This and the added impact ot normalization. emphasized the extent to
which the patients were like other people, rather than set apart by a “mental illness”.

‘The most important aspect of the intervention is that the degree of belief conviction were
maintained at a fow level even at the third month follow-up and independent assessments
indicating that this method can be of benefit to those patients whose delusions did not seem
to be controlled eflectively with drugs. More work needs (o be carried out. The sample size
needs to he increased and the duration of follow-up should be much longer than three
months and perhaps other psychological ticatment should also be considered. We are
looking into these areas. For the moment, cognitive psvchotherapy seems to be a very
uscful adjunct for chronic schizophrcnia with rcsidual positive symptoms.
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